characteristics and typical responses to therapy, including their symptom experiences. Studies addressing how health care providers assess and respond to children's symptoms in the clinical setting, however, are limited.
Challenges to Routine Symptom Assessment
Children's Developmental Abilities. A key aspect of symptom assessment is understanding the language of the individual communicating the symptom experience. For children, this "language" is largely influenced by their development, including the child's cognitive abilities, appraisal of the symptom experience, the meaning attached to the symptom experience, and the child's language maturity (Magnussun, 2000; Miles & HolditchDavis, 2003) . Although children with cancer as young as 4 years of age have provided self-report of their symptoms (Woodgate & Degner, 2003) , barriers to eliciting the child's self-report remain. Children's developmental abilities, including their verbal and cognitive abilities, are recognized as barriers for having their symptoms understood by parents and health care providers. Children have difficulty describing the presence of multiple symptoms and may use expressions such as "I feel really weird" or "I feel sore and hurting" (Woodgate, 2008) . These expressions have meaning for the child but they may not be fully understood by the health care provider. As a result, symptoms may be underrecognized and inadequately managed. Children also relate frustration with responding to multiple symptom rating scales.
Resources for Symptom Assessment. Although the number of symptom assessment tools for use in research settings is growing, resources to support routine symptom assessment in the clinical setting are limited. While scales for assessing pain in children, such as the WongBaker FACES ® Pain Rating Scale (Wong- Baker FACES Foundation, 2017) and the Face Legs Activity Cry and Consolability behavioral pain assessment tool (Merkel, Voepel-Lewis, Shayevitz, & Malviya, 1997) have been integrated into many clinical sites as a component of the Joint Commission's pain standards , resources to assess other common cancer-related symptoms are limited. The Pediatric Nausea Assessment Tool is a validated instrument for assessing nausea in children 4 to 18 years of age that includes a standard script to guide the user in its administration (Dupuis, Taddio, Kerr, Kelly, & MacKeigan, 2006) . The Pediatric Nausea Assessment Tool was validated with children receiving emetogenic chemotherapy and has been adopted for routine use in many pediatric oncology settings. The Children's Oncology Group also has created a resource to guide bedside clinicians in the management of nausea and vomiting (Woods & Freedman, 2016) . The Patient-Reported Outcomes Measurement Information System (PROMIS) measures are demonstrating benefits in identifying key patient-reported outcomes clinical care settings (Baumhauer, 2017) . These instruments, however, are not designed to be responsive to short-term changes that can occur during the course of an admission in acute care settings.
Potential Incongruence Between Child and Staff Report of
Symptoms. Children's and clinical staff members' perceptions of symptoms and characteristics of symptoms are not always congruent. Early work addressing the conceptual definition of fatigue revealed that children emphasized the physical aspects of fatigue whereas nurses emphasized efforts to alleviate fatigue (Hinds et al., 1999) . Although children's and staff members' perceptions of the child's fatigue were significantly correlated, the strength of the correlation was weak (HockenberryEaton et al., 2003) . Clinicians also tend to identify distress in response to physical symptoms better than distress related to psychosocial symptoms and issues among adolescents receiving treatment for cancer (Hedström, Kreuger, Ljungman, Nygren, & von Essen, 2006) .
Summary
Although nurses and other frontline health care providers play a key role in identifying and responding to children's cancer-related symptoms, little is known about their perceptions of cancer-related symptoms and the strategies they use to assess and respond to children's symptoms. Children's varied developmental abilities and limited resources to support symptom assessment in clinical setting are potential barriers to routine, comprehensive symptom assessment. Additionally, the potential for incongruence between the child's and staff member's perception of the symptoms a child experiences may limit effective symptom assessment and subsequent management.
Purpose
The purpose of this descriptive study was to characterize how pediatric oncology health care team members characterize symptoms occurring in school-age children with cancer. This study is part of a larger participatory project that is engaging both children with cancer and pediatric oncology health care clinicians as codesigners of a childcentric resource for symptom assessment. The emphasis of this phase of the project was to explore clinicians' perspectives with emphasis on their understanding of children's symptoms, how they routinely assess symptoms, their perceived challenges associated with symptom assessment, and information that is helpful to them to plan interventions in response to a child's reported symptoms.
Method

Design and Framework
This study used an exploratory, descriptive design guided by the contextual inquiry phase of the Cooperative Inquiry Framework (Druin, 1999 
Setting and Sample
The study setting was the Cancer Transplant Center (CTC) located within a Children's Oncology Groupaffiliated free-standing tertiary level children's hospital in the Intermountain West of the United States. The CTC includes a 32-bed inpatient unit and an ambulatory clinic that serves approximately 40 patients each day.
Participants were pediatric oncology health care providers who provide care for children with cancer through either a direct clinical or case management role. Examples of eligible staff included attending physicians, physician fellows, nurse practitioners, registered nurses, social workers, and child life specialists. Exclusion criteria were staff members whose role did not include a direct clinical or case management role.
Institutional review board approval was granted for the study. CTC staff were made aware of the study through e-mail communication. A waiver of documentation of consent was granted for the study. Prior to the initiation of data collection procedures, participants were provided with an institutional review board-approved cover letter explaining study procedures. Study team members reviewed the letter with participants, and explained that participation in study-related procedures and return of the demographic questionnaire implied informed consent.
Procedure
Participants took part in one of four focus group sessions to explore pediatric oncology health care providers' perspectives of cancer-related symptoms, how they assess for the presence of symptoms, perceived challenges associated with symptom assessment, and information about symptoms perceived as useful to support interventions. To support participation, focus group sessions were conducted either before or following previously scheduled staff education activities.
Sessions were facilitated by at least two team members to ensure that responses were understood and recorded correctly. Group participants were guided through the following questions:
1. When you hear the term "cancer-related symptoms," what comes to mind? 2. What are the most common symptoms that you have observed in caring for your patients? 3. What symptoms do you routinely assess for in this age group? 4. How do you typically assess symptoms in this age group? 5. What are some of your greatest challenges and frustrations in assessing symptoms in this age group? 6. What information about children's symptoms is most useful to you to help plan interventions to relieve symptoms?
Because the larger emphasis of the project is to create a resource for school-age children, participants were initially directed to consider this specific age group as the basis for providing their responses. The meeting rooms in which the sessions were conducted included whiteboards on which responses were recorded. Facilitators asked additional clarifying questions as needed to ensure that participants' responses were understood and recorded correctly. Prior to asking the next question, responses were reviewed with participants for completeness and accuracy.
At the close of each session, responses were again reviewed and verified with participants before the group was dismissed. The written responses on the whiteboards were photographed to retain a visual representation of how data were represented and organized during the conduct of each session.
Data Management and Analysis
Demographic questionnaire responses were entered into SPSS for analysis. Group participant characteristics were summarized using descriptive statistics.
Responses to each focus group question were transcribed verbatim into separate tabs of an Excel spreadsheet to support analyses. Frequencies of responses to the first three questions were summarized and compared across each of the four groups.
Responses each of the remaining three questions were analyzed using qualitative content analysis procedures. Each question was analyzed separately, and individual responses to each question served as the unit of analysis (Elo & Kyngäs, 2008; Krippendorff, 2004) . The individual statements were independently by two individuals who assigned one or more codes to each response. These individuals then met together to compare responses, resolve discrepancies, and make refinements to the codes. Coded responses were then organized into categories and subcategories.
Results
Participants
Participant characteristics are listed in Table 1 . Twentytwo individuals participated in a total of four group sessions. Participants were predominantly female (n = 21) and White (n = 21). Nearly 75% of participants were less than 40 years of age, and 68% were registered nurses. The frequency of registered nurse participants did not differ based on age relative to other health care providers (χ 2 = 8.72; p = .07); however, nurses had fewer years of practice relative to other heather health care providers (χ 2 = 9.29; p = .03).
Symptoms
In response to the question, "When you hear the term "cancer-related symptoms," what comes to mind?" participants identified a total of 75 physical and psychological responses to the cancer experience (Table 2) . Participants' responses reflected a broad range of responses to the cancer experience that extended beyond the classic definition of "symptom." Physical responses to the cancer experience predominated (n = 41); however, participants also named psychological consequences (n = 29) and illness-related responses with both physical and psychological attributes (n = 5). Pain and nausea were reported by all four groups as among the most common symptoms and ones for which they routinely assessed. Of note, the nursing flowsheet at this institution provides prompts for nurses to assess these symptoms. Although fatigue was reported as among the most common symptoms by all four groups, no groups reported routinely assessing for this symptom.
Symptom Assessment Approaches
Study participants related multiple approaches for symptom assessment (Table 3) . These named strategies reflected clinicians' efforts to triangulate multiple sources of evidence to formulate their assessments. Participants most frequently reported using observations and clinical approaches (n = 26) to identify symptoms. These included observing children's individual behaviors such as "individual expressions of pain," "decreased appetite," or becoming more "withdrawn." Participants also reported relying on physical assessment findings, including "vital signs," and "skin assessment," as well as measures such as "calorie counts" to support symptom assessment. Although less frequently named, participants did report asking the child about his/her symptoms either through the use of descriptive questions or available rating scales such as "pain scales." Seeking input from others, particularly the parent/caregiver perspective, was also reported as an important approach to symptom assessment. Participants spoke of the value of parents and that "Parents know them very well" in relation to the child's baseline and changes in the child's behavior. Nurses, specifically, related "Asking the parent how [the] child behaves when the nurse isn't in the room," from the perspective of recognizing that the child might be apprehensive of the nurse. assessment. Participants' responses reflected not only challenges associated with assessing but also challenges they experienced in responding to and managing symptoms. The predominant category related to challenges and frustrations in symptom assessment was "Discerning and Interpreting the Child's Symptoms," specifically with regard to the child's individual behaviors and characteristics (n = 7) and interpreting discrepancies between stated and observed or measured behaviors (n = 7). Examples included "[When the] child acts differently when the parent is there," and "When actions don't match words (e.g., pain "10") yet [the child is] sitting watching TV." (4) Isolation (2) Medications (having to take) (1) Bleeding (3) Lonely (2) Constipation a (3) Burden (1) Diarrhea (3)
Challenges and Frustration in Symptom Assessment
Change in socialization (1) Bruising (2) Changes in peer support (1) Fever (2) Compliance (1) Headaches (2) Death (1) Hungry/increased appetite (2) Emotional responses (1) Loss of appetite (2) Frustration (1) Mouth sores/mucositis (2) Grief cycle (1) Pale (2) Guilt (1) Rashes (2) Hopelessness (1) Sepsis (2) Life changing (1) Weight gain (2) Loss of control (1) Weight loss (2) Loss of dignity (1) Belly pain (1) Loss of independence (1) Change in appetite (1) Missed activities (1) Changes in taste (1) Missed school (1) Dehydration (1) Overwhelming ( Participants reported challenges in relation to the child's communication including the child's verbal skills, "When they can't explain what is going on or how they feel (pain vs. nausea, stoic, doesn't want to take meds)," as well as the child's decision not to fully disclose a given symptom, such as not reporting pain to protect the parents. Cultural differences perceived as communication challenges included not only language differences but also situations in which the parents may have expressed that the child is "strong," which could then influence how the child might feel hesitant to report symptoms. Participants also reported managing patient/family expectations as a key challenge to symptom assessment (n = 8). Examples included misalignment of parent versus caregiver goals that limited staff members' opportunity to assess symptoms, "When parents want child to sleep/ won't let nurse assess," or managing discrepancies between the child and parent's perception of symptoms. Specific examples of inpatient care management challenges included frustration at not being able to effectively manage symptoms, "When you can't get their symptoms under control but you've tried a lot," and working with patients with complex acute care needs, "When [taking care of] a complicated patient and you are new to them and don't know them."
Information to Plan Symptom Management Interventions
Participants reported four key categories of information they felt were important to guide interventions (Table 5) . Identifying characteristics of the symptom, including postintervention changes, was the most frequently category (n = 8). Participants expressed a desire to understand not just the presence of a symptom but its "intensity and duration" and that the "More descriptions the better (e.g., pain: dull, burning, ache, tingling)" helped to guide care. Participants related the value of the patient history and background (n = 6), such as a "Record of what we have done before," as a means to provide effective symptom relief. Incorporating the patient's personal preferences (n = 5) such as specific "likes/dislikes" and preferences for medication administration were also related as important when planning interventions. 
Discussion
Study results provide insights into how frontline clinicians perceive symptoms. Of note, participants were not provided with a definition of "symptom" at the beginning of each group session but were allowed to offer their responses based on the meaning they associate with the term "symptom." Participants related a broad range of physical and psychosocial consequences of the cancer experience that extend beyond the definition of "symptom." These included not only subjectively experienced symptoms but also physical assessment findings and treatment-related complications such as bleeding, sepsis, and dehydration. Participants' responses suggest that these clinicians may approach patient interactions with a broader emphasis on the multiple, co-occurring, interrelated clinical issues without specifically delineating symptoms from other disease-or treatment-related consequences. The physical symptoms most frequently reported by study participants, fatigue, hair loss, nausea, pain, and vomiting, were largely consistent with results from previous research evaluating the frequency of symptoms among children and adolescents receiving treatment for cancer (Baggott et al., 2010; Linder, Al-Qaaydeh, et al., 2017; Miller, Jacob, & Hockenberry, 2011) . Disrupted sleep patterns, which children report as one of the most frequent and distressing symptoms, was addressed by only two groups, however, with one group naming "insomnia" and the other naming "lack of sleep." Participants' responses may also reflect differences in semantics when relating symptoms. For example, three groups reported "depression" as among the most common symptoms, which is more likely to reflect sadness or a depressed mood rather than the clinical diagnosis of depression.
Despite reporting a wide scope of what they identified as cancer-related symptoms, participants only reported routinely assessing for relatively few. While staff related the importance of assessing for symptom characteristics, no groups reported a limited availability of resources to guide symptom assessment as a challenge to symptom assessment. The institution where the study was conducted provides resources for assessing both pain and nausea within its documentation system as well as the means for reporting vomiting episodes but does not provide specific prompts to assess other cancer-related symptoms.
Although the patient's self-report is regarded as the gold standard for identifying the presence of a symptom, participants most frequently reported using approaches including physical assessment findings and observation of the child's behavior to identify symptoms. While these approaches did not involve asking the child about his or her symptoms, they did emphasize the individual child and reflected the nature of the relationships that these frontline providers developed with their patients over the course of their treatment, such as discerning individual behaviors and identifying patients' personal preferences when planning interventions. These approaches are also most likely to be those with which participants are most confident.
Although less frequently named, participants did relate the importance of seeking the child's voice in both assessing for symptoms and planning interventions. They also identified communication-related challenges when interacting with children, including a limited vocabulary to report and describe symptoms as well as scenarios in which a child might be perceived as withholding information about symptoms to protect his/her parents. As a consequence, participants' ability to fully appreciate the child's perspective was limited and they further relied on visual cues or observation approaches in addition to physical assessment and/or clinical measurements to inform symptom assessment.
Participants also related the role of partnering with families and seeking the parents' perspectives. Although the child is the one who experiencing the symptom, the parent can provide additional perspective related to the child's history and specific strategies, including medications and doses, that have helped alleviate symptoms in the past. Parents also bring valuable perspective on changes from the child's baseline that can help guide the clinician's assessment and interventions on the child's behalf.
Clinical Implications
Study results point to the need to build capacity to support child-centric communication when assessing for symptoms. Because symptoms are subjectively experienced with the gold standard for determining the presence or absence of a symptom being the individual's self-report, the emphasis needs to be placed on obtaining the child's report. Although observation-based strategies contribute to symptom assessment, even young children have the capacity to provide self-report and their voices should be incorporated whenever possible. Physical assessment findings and complementary clinical measures do not necessarily represent children's individual experiences and the meaning they attach to their symptom experiences.
Simple strategies that augment assessment rating scales can be implemented as part of institution-based orientation and continuing education. Arts-based approaches or simple questions such as, "What is bothering you the most today?" or "What would make today a good day for you?" may help staff obtain deeper insights into the child's perspective and help guide potential symptom management strategies (Linder, Bratton, Nguyen, Parker, & Phinney, 2017; Linder & Seitz, 2017; Momani et al., 2015; Woodgate, West, & Tailor, 2014) .
Efforts to enhance competence through specialty certification may also serve to increase nurses' capacity for symptom assessment. Additional efforts are needed, however, to demonstrate actual differences in patients' symptom outcomes based on receipt of care by a specialty certified nurse. Nurses with oncology specialty certification who were providing care to adult patients demonstrated greater knowledge and attitudes toward pain management compared with noncertified nurses (Beck et al., 2016) . Knowledge and attitudes toward pain management; however, were not associated with pain care quality or outcomes.
Limitations
Limitations of this study include its being conducted at a single institution with a relatively small sample of health care providers. The sample was largely homogenous with regard to race/ethnicity. Nurses with fewer than 10 years of practice predominated as study participants. No physicians or nurse practitioners participated. Although these sample characteristics limit generalizability of study findings, this study does provide important insights into the perspectives of health care providers, particularly nurses, with fewer years of experience in the clinical setting. Because responses were linked to groups, rather than individual participants, the ability to make associations between responses and a given clinical role is also limited. This study also did not address health care providers' perceived adequacy in assessing and responding to children's symptoms with their reported strategies.
Future Research
The extent to which routine symptom assessment by clinical staff is driven by documentation and regulatory requirements warrants investigation. Although all four groups in this study reported fatigue as among the most common cancer-related symptoms, none reported routinely assessing for this symptom. Likewise, the few symptoms each that were reported to be routinely assessed each had prompts within the existing documentation system.
Areas for future research include the development and evaluation of reliable and valid child-centric resources for symptom assessment in the clinical setting. These efforts may include refinement of existing tools used in research or the development of new resources that incorporate novel child-centric strategies for eliciting the child's voice. Validation of such resources to support routine implementation in clinical settings is also needed.
Evidence-based recommendations for the frequency of routine symptom assessment in clinical settings is also needed, particularly in inpatient settings. Although symptoms, and their associated characteristics, can change even during the course of a three-day hospitalization (Linder, Al-Qaaydeh, et al., 2017) , guidance regarding clinical meaningful intervals for assessment is limited. Ultimately, guidelines for evidence-based interventions in response to symptoms are needed.
As electronic health record (EHR) systems continue to be refined, the inclusion of validated tools may support routine symptom assessment in inpatient and ambulatory settings. Within this study, the symptoms that participants most frequently reported routinely assessing, pain, nausea, and constipation, all have prompts for the clinician within the existing documentation system. Additionally, EHR systems should incorporate the child's self-report of symptoms as a patient-reported outcome (Leahy, Feudtner, & Basch, 2017) . Symptom assessment resources that interface with EHR systems should further be designed to support clinical decision support for interventions and to be used as part of a rapid learning environment to evaluate patient outcomes (Basch et al., 2012; Kawamoto & Del Fiol, 2013) . EHR systems should also provide easy retrieval of patient history information, including patient's preferred symptom management strategies and support frontline staff in identifying interventions that have been successful.
Conclusion
Results of this study provide important insights into how frontline pediatric oncology health care providers assess and respond to symptoms experienced by children with cancer as well as challenges they face in relation to assessment. Systematic approaches to support nurses and other clinical staff with symptom assessment and management are limited. While study participants were aware of a large breadth of symptoms and side effects related to the cancer experience, their approaches for symptom assessment relied primarily on observation of the child rather than asking. Participants also reported ongoing challenges related to discerning symptoms and communicating with children. Efforts to build capacity among clinical staff to assess for symptoms as well as resources to facilitate comprehensive, child-centric symptom assessment in the clinical setting are needed.
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